Introduction Extragonadal intraperitoneal teratomas are very rare, especially those arising from mesentery and mesocolon. In the contemporary literature only 22 cases of such tumors have been published and described. Case Outline We report a case of a 52-year-old woman with a benign cystic teratoma of the mesosigmoid. The patient presented with mild clinical signs of intestinal obstruction. Computerized tomography of the pelvis and abdomen showed a large 9.7 × 8.9 × 9.4 cm calcified tumor in the lower part of the left hemiabdomen. Extraluminal obstruction was verified by colonoscopy at 35 cm from the anal verge. Intraoperatively, a cystic calcified tumor of the mesosigmoid was found causing extraluminal obstruction of the left colon. The tumor was extirpated and a partial resection of the adherent great omentum was performed. The histopathological examination revealed a benign cystic teratoma. Conclusion Considering the fact that mesenteric teratomas are extremely rare tumors, it is difficult to designate a general conclusion for an adequate treatment of patients suffering from them. Complete surgical excision is indicated in order to establish a correct histopathological diagnosis and to relieve the patients of symptoms.
INTRODUCTION
Teratomas are tumors composed of a mixture of tissues derived from the three embryonic germinal layers and are, consequently, considered to be neoplastic counterparts of embryonic tissues. As in gonadal and extragonadal examples, there are two variants identified -mature and immature teratomas. The histologic appearance and malignant potential of teratomas is determined by the degree of immaturity of the tissue components [1] . Mature teratomas are generally multicystic and composed of a mixture of recognizable mature elements including keratin balls, hair, cartilage and bone. Most benign teratomas are composed of mature cells; however, 20-25% of these also contain immature elements, mostly the neuroepithelium [1] . The most common site of extragonadal teratoma is the sacrococcygeal region followed by neck, mediastinum, central nervous system, paranasal sinuses, liver, uterine cervix, stomach, abdominal wall, omentum and peritoneum [2] . Extragonadal intraperitoneal teratomas, especially those arising from mesentery and mesocolon, are very rare -only 22 cases of such tumors have been published and described in the contemporary literature [3] .
CASE REPORT
A 52-year-old woman presented to the emergency room with clinical signs of mild intestinal obstruction, which were associated with irregular stool, abdominal discomfort and distension. On the manual abdominal examination, she was found to have a slightly distended abdomen and a palpable nontender mass in the left hemiabdomen, with no signs of peritonism. She had no previous abdominal operations. Rectal examination was unremarkable. Common laboratory tests were in normal ranges, including tumor markers: CEA = 1.7 ng/ml, CA19-9 = 4.0 U/ml, CA125 = 41 U/ml and Echinococcus IgG At = 11.4 U/ml. Computerized tomography of the pelvis and abdomen showed a large calcified tumor in the lower part of the left hemiabdomen with smooth walls and 9.7 × 8.9 × 9.4 cm in size (Figures 1  and 2 ). Extraluminal obstruction with intact mucosa was verified at 35 cm from the anal verge by colonoscopy.
Considering the clinical symptoms, computerized tomography scan, and endoscopic findings, elective laparotomy was performed. Intraoperative findings revealed a cystic tumor of the mesosigmoid, causing extraluminal obstruction of the left colon, with no interference with blood vessels of the mesosigmoid. The tumor was enucleated and a partial resection of the adherent mesosigmoid and the great omentum was performed (Figures 3 and 4) .
Macroscopic examination of the resected specimen showed a solid, calcified tumor mass with hair and cartilage inside its capsule. The histopathological examination revealed benign cystic teratoma. The postoperative course was uneventful and the patient was discharged on postoperative day seven. The patient was free of symptoms during a 12-month follow-up period.
DISCUSSION
Teratoma is the most commonly encountered germ cell tumor [4] . Extragonadal intraperitoneal teratomas are extremely rare, although there are almost 40 reports of teratomas arising from the greater and lesser omentum [4, 5, 6] , and only 22 cases arising from mesentery and mesocolon [3] . The occurrence of mesenteric teratoma in males is less common than in females [3, 4] . These tumors more frequently occur in children than in adults, but rare cases of geriatric patients have also been reported [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] . Although cases with multiple masses have been described [14] , mesenteric teratomas are usually solitary tumors with a diameter ranging 3-18 cm [12, 14, 17] , located more often in the mesenterium than in the mesocolon [3] .
Mesenteric teratomas may present with a variety of symptoms. These patients can be completely asymptomatic and just present with a nontender abdominal mass [8, 16, 17, 19] , while on the other hand they can also show signs of intestinal obstruction [10, 12, 14, 15, 20] , and cause abdominal pain [7, 14, 15, 18, [20] [21] [22] [23] .
Whereas these tumors are very rare, it is very difficult to establish a correct preoperative diagnosis with all available diagnostic imaging tools. The differential diagnosis of intra-abdominal cystic masses includes mesenteric cysts, cystic teratoma, and cystic mesothelioma [24] . Since the definitive diagnosis can be made only on the basis of histopathological examination, complete surgical removal of the cyst is the only way in the treatment of these patients. Although laparoscopic surgery has been used in some cases [3, 19] , the majority of authors, including our group, gave preference to a standard laparotomy approach [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] [17] [18] [20] [21] [22] [23] . We chose laparotomy over laparoscopy for several reasons: the size of the tumor, intestinal obstruction with consecutive bowel distension and a possible interference of the tumor with adjacent blood vessels and organs.
It is recommended that teratomas should be classified as "mature" and "immature," replacing the terms "benign" and "malignant" [25] . While it is generally stated that an immature teratoma has a greater potential to metastasize than a mature one, increasing evidence indicates that other factors such as location of the tumor, patient's age and sex are also important factors in determining the potential of malignant behavior of these tumors [2] . Mesenteric teratomas are mostly benign [3, [7] [8] [9] [10] [11] [12] [13] [14] [16] [17] [18] [19] [20] [21] [22] [23] , and for these patients surgery is a sufficient treatment option, whereas adjuvant chemotherapy for malignant mesenteric teratomas is required [15] , as in gonadal and other extragonadal sites [2, 26] .
Considering the fact that mesenteric teratomas are extremely rare tumors it is difficult to designate a general conclusion for an adequate treatment of these patients. Complete surgical excision is indicated in order to establish a correct histopathological diagnosis and to relieve the patients of symptoms. 
